Antoni Lesniowski (Figure 1 )was born in 1867, the son of a veterinary surgeon'. He qualified in medicine from the University of Warsaw in 1890 and undertook further training in Berlin. In 1892 he was appointed surgical assistant to Dr Sawicki at the Infant Jesus Hospital in Warsaw, where he worked for the following 20 years ( Figure 2) . It was during this period that he reported several cases of inflammatory diseases affecting the bowel. Traditionally in Polish literature, these cases have been said to represent some of the earliest reports of regional enteritis or what was subsequently called Crohn's disease. National pride has led to most Polish publications calling the condition Lesniowski-Crohn disease. Despite these case reports, his main work was in urology and it was not until he became head of the unit in 1920 that his interest in gastrointestinal surgery really developed. In this post of professor he was an active member of the University until his retirement in 1936. He died aged 73 during the German occupation.
In this brief historical review we have attempted to select some passages from the Polish literature which may illustrate his claims to have recognized the existence of a chronic inflammatory disease affecting the bowel including the colon. On 10 May 1903 in Medycyna 2 , a weekly newspaper for general practitioners, he described several such cases. It is likely that the case of the intelligent young MW was due to tuberculosis, but this is less so for the deaf mute JR. 'I do not have to convince you honourable gentlemen how important it is for a doctor, especially a surgeon to make a precise diagnosis. Unfortunately, nowadays accurate diagnosis of surgical intestinal disease leaves a lot to be desired, mainly because the position of these organs is not static and their action not clearly defined .. .' Thus we often take refuge in exploratory laparotomies, which whether we like it or not, are symptoms of our present ignorance. Accurate collection of observations about such cases cannot even today be regarded as overburdening the surgical literature. For this reason I have taken the liberty of reporting the followingcase.
On 27 December 1899 a thirty year old woman (JR) with an abdominal swelling was transferred from a medical ward to one of our colleagues, Dr Sawicki. The patient was a deaf mute who could not write and her husband suffered from the same disabilities. It was, therefore, extremely difficult to communicate with the patient about her symptoms. Using sign language it was possible to deduce that she had been ill for a year with flatulence and abdominal pain, especially after meals. Recently these ailments had increased greatly and were now also accompanied by vomiting ....
The general condition of the patient was more than poor. She was of medium height and a normal build, but her diet was poor. Her skin and mucous membranes were noticeably pale. She had no subcutaneous fat . . . . Stools of normal appearance were passed every day .... After the stomach was pumped up with air its lower border lay half way between umbilicus and xiphoid process. Mechanical irritation around the stomach failed to produce an increase in movement . . . . Percussion of the right side of the abdomen revealed nothing abnormal. On the left, however, there was dullness from one fingerbreadth above the umbilicus to two below . . . . On palpation there was a very painful tumour present, which was sausage shaped, hard and distinctly mobile, especially upwards .... Lymph nodes were not enlarged. In the blood I found the haemoglobin was 80%; erythrocytes 4800000 and leucocytes 11800. The patient was subsequently examined under a chloroform anaesthetic. 'When the patient was still under general anaesthetic the colon was filled with water ... the tumour could be palpated on the right side of the abdomen under the liver; as the gut was drained it descended down, approached the umbilicus and became more mobile. Palpation of the anus did not reveal anything .... It was reasonable to assume that the tumour was localised to the hepatic flexure of the colon. We believed it was not due to tuberculosis .... We were less certain it was not malignant .... We had to be satisfied with this incomplete diagnosis. In either case an operation was necessary and we proposed one to the patient. The patient did not agree to an operation and on 5 January 1900 she discharged herself. Two weeks later she was readmitted because of ... persistent diarrhoea, spasms of pain, nausea and sometimes vomiting.'
In view of her poor condition she was treated conservatively, but underwent surgery on 24 February 1900. 'The tumour was at the hepatic flexure and had widespread adhesions .... It was as big as a large fist, oblong with a creased surface. In the mesocolon one could feel hard lymphatic nodes, the size of peas and small cherry stones. These were most numerous near the colon.'
The tumour together with regional lymph nodes was resected and an end-to-end anastomosis made. The postoperative course was uneventful 'Within a month of her operation she was able to get out of bed and after five weeks left the hospital. She was very well and free from symptoms.'
His description of the pathology was as follows: 'The mucosa was reddened, oedematous and thrown into folds. Numerous wart and polyp-like growths were seen. Between the folds there were openings through the mucosa .... A probe could be moved easily in all directions for distances up to 3 em underneath the mucous membrane and exit through another opening in the mucosa. The probe could penetrate along tortuous channels through the whole thickness of the wall .... The muscular layer was markedly hypertrophic and oedematous .... We were surprised not to find any malignant tissue ... and so we suspected a chronic inflammatory process in the wall of the gut. [See Figures 3 and 4) A microscopic examination of the affected wall of the intestine allowed me to confirm a diagnosis of chronic follicular dysentery, .... The mucous membrane was heavily infiltrated with cells of the lymphatic system .... Due to the hardening of submucous tissue, follicles penetrated the muscular layer.'
Forthcoming events
In summary he wrote: 'I do not feel that these types of tumour are very rare. I am more inclined to suspect that in cases which were not examined sufficiently well these tumours were taken to be malignant.'
Although conclusive evidence that this was a case of Crohn's disease and not intestinal tuberculosis is lacking; the existence of other similar cases in Poland at the turn of the century lends some support to the description of the disease in that country as 'Lesniewski -Crohn's disease'.
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